
1-800-543-2426 264 www.wallace.edu

19 

WALLACE COMMUNITY COLLEGE 

Background Screening Consent and Release Form 
 
 
 

I have received and carefully read the Background Screening Policy for Students in the Health Sciences. I 
understand that compliance with the background screening policy is a requirement to complete my admission to 
and/or maintain enrollment in a health care program at Wallace Community College. 

 
By signing this document, I am indicating that I have read and understand Wallace Community Colleg s 

Background Screening Policy for Students in the Health Sciences. My signature also indicates my agreement to 
complete the requirement and to submit required information to the approved screening vendor. I understand that 
my enrollment in health program courses is conditional to the provision of negative findings or facility approval upon 
circumstantial review. In the event of positive findings on my background screen and follow-up denial of access to or 
declared ineligibility to continue in clinical learning experiences, further attendance in health program courses will not 
be allowed. I will be offered the opportunity to withdraw from all courses in my health program for which I am 
enrolled. My failure to withdraw as directed will result in the assignment of the appropriate course grade, whether 
NA, CA, or WF. 

 
A copy of this signed and dated document will constitute my consent to abide by the Colleg s Background 

Screening Policy. Upon submission of my personal information to the approved screening vendor, I also consent to 
approve the release of the original screening results to the approved College designee. A copy of this signed and dated 
document, along with approval during the information submission process, will constitute my consent for the College 
to release the results of my background screen to the clinical affiliate(s)  specifically designated person(s). I agree to 
hold harmless the College and its officers, agents, and employees from and against any harm, claim, suit, or cause of 
action, which may occur as a direct or indirect result of the background screen or release of the results to the College 
and/or the clinical affiliates. I understand that should any legal action be taken as a result of the background screen, 
that confidentiality can no longer be maintained. 

 
I agree to abide by the aforementioned policy. I acknowledge that my signing of this consent and release 

form is a voluntary act on my part and that I have not been coerced into signing this document. I hereby 
acknowledge that I will authorize the Colleg s contracted agents to procure a background screen on me. I further 
understand this signed consent hereby authorizes the College s contracted agents to conduct necessary and/or 
periodic background screens and/or updates as required by contractual agreements with clinical affiliates. 

 
 
 
               
Student Signature      Witness Signature 
 
 
               

                     
 
 
             
Date        Date 
 
 
 
  


